ABSTRACT: This study investigated the degree to which clinic directors rated the influence of American SpeechLanguage-Hearing Association (ASHA) discharge criteria and organizational factors on client discharge in the university setting. Results found that university clinic directors regarded ASHA's client-centered criteria to more strongly influence client discharge practices than did organizational factors. In fact, organizational factors (e.g., fee structure, resources, scheduling, disorder characteristics) were revealed to have little to no influence on discharge practices. Results have implications for the preprofessional education of student clinicians in the university clinic and how student clinicians are oriented to discharge practices across a variety of clinical settings. hen a speech-language pathologist (SLP) is confronted with the task of dismissing a client from therapy, there are many factors that could influence the decision-making process. Clinicians must balance the needs and desires of the client, the resources and system-wide practices of their work setting, data about the client's communication status, and the clinician's own understanding of when therapy has reasonably run its course.
Southern Connecticut State University, New Haven, CT hen a speech-language pathologist (SLP) is confronted with the task of dismissing a client from therapy, there are many factors that could influence the decision-making process. Clinicians must balance the needs and desires of the client, the resources and system-wide practices of their work setting, data about the client's communication status, and the clinician's own understanding of when therapy has reasonably run its course.
As clinical and academic faculty members within one university setting, we became interested in how university clinics manage discharge practices and the variety of issues that arise within this complex task, particularly how we train and orient students to think about the cessation of therapy. Our interest led us to question whether and to what extent certain factors influence client discharge within university speech-language-hearing clinics. The university setting is important to investigate for several reasons. First, the university setting is often a student's first hands-on experience with client discharge. Second, university clinics often have management operations and funding that allow them to use discharge practices that are different from other clinical settings. This allows more latitude about when to terminate therapy than, for example, medical settings where third-party reimbursement is a factor. Third, the university clinic does not have to adhere to external guidelines, such as school-based eligibility or discharge criteria (e.g., educational impact), nor Birth-to-Three standards (e.g., family-driven treatment decisions).
The university clinic setting has organizational constraints that may influence how students are initially introduced to discharge practices. Training programs might retain particular clients for longer than expected in order to maintain client diversity by age, cultural differences, and disability. Client diversity is a requirement of American Speech-Language-Hearing Association (ASHA) accredited programs as they strive to meet the newest revised standards for accreditation in speech-language pathology (ASHA, 2002c) . These accreditation standards also require graduate programs to prepare students in newer models of assessment (e.g., ecological, dynamic, functional) and intervention (e.g., contextually and culturally appropriate). Such approaches mandate that clients have the opportunity to join in the planning and evaluation of remediation processes, including when to terminate therapy. Finally, the university clinic may operate on an academic calendar, resulting in students rotating each semester and having new clients. Discharge decisions may be delayed or overlooked as students move into the new semester. The practice parameters in a university setting are unique, and it is important to examine how students are introduced to discharge practices.
DISCHARGE DECISION ISSUES
ASHA has provided discharge guidelines in a 1994 technical report (ASHA, 1994 ) and a 2002 update (ASHA, 2002a ). ASHA's discharge criteria focus on a client's behavioral status (e.g., tolerance to treatment, motivation, interfering behaviors), a client's choices and goals (e.g., his or her desired level of communication, his or her request to participate or not), and the presence and/or likelihood of a treatment benefit (e.g., prognosis, treatment goals were met, effective augmentative and alternative communication, functional nutrition and hydration). Additional criteria include a comparison to the communication of others (e.g., by age, gender, cultural background, developmental status) and premorbid status, the impact of the communication disorder on life participation (e.g., education, social, emotional, or vocational performance), and treatment resource availability (e.g., family support, treatment availability when transferred to another facility). The ASHA discharge criteria are client and disability centered, and reflect both standardized test outcomes and functional measures.
The ASHA discharge guidelines are consistent with several reports in the professional literature. Discharge has been described as the termination of therapy after a specific intervention program has yielded pre-to posttreatment gains as measured by a standardized test. When the deficit is remediated, the client no longer needs intervention and is dismissed from treatment (Simmons-Mackie & Damico, 2001 ). Even though a standardized test may be useful to document client progress, some clinicians have argued that discharge decisions should be based on how the person communicates in real-life settings. This approach advocates discharge after it has been determined that the client's communication disorder no longer impacts daily life functioning. Here, the primary determination of discharge is not the remediation of a deficit or an improved test score, but rather the person's communicative success within specific cultural, social, and educational contexts (Duchan & Black, 2001; Simmons-Mackie & Damico, 2001 ). This approach advocates dismissal after the client feels that effective treatment has run its course (ASHA, 1994; Simmons-Mackie & Damico, 2001 ). The clinician carefully listens to the client's life goals and adjusts the treatment plan and discharge based on the client's viewpoint and personal vision (Duchan & Black, 2001) .
The professional literature also notes that discharge decisions may have little to do with a clinical outcome, albeit deficit or functionally related. Discharge decisions may be influenced by organizational factors, namely, those system-wide management issues that impact the treatment plan. These can include matters specific to the client (e.g., his or her ability to pay and/or his or her health insurance coverage), to the clinician (e.g., availability and/or caseload size), and/or to the agency that provides services (e.g., geographic accessibility and/or any prevailing treatment philosophy) (Beech, Rudd, Tilling, & Wolfe, 1999; Enderby & John, 1999; Katz et al., 2000; Law et al., 2001; Stephens, 1975) .
Discharge Decisions in Particular Work Settings
Current literature suggests that discharge decisions require the SLP to triangulate client needs and wants, client data and functional outcomes, and the service delivery system parameters that exist within educational and health care sites. As such, discharge decisions are complex and need thoughtful consideration by practicing clinicians.
There is a paucity of empirical data about whether certain discharge factors are specific to different clinical practice settings, and, if so, their particular influence. Some settings have unique issues regarding discharge decisions. School SLPs must comply with the Individuals with Disabilities Education Act, for example, and discharge can occur only after team process and discussion about the impact of the communication disorder on the child's social and learning abilities (ASHA, 2002b) . Within Birth-toThree programs, discharge occurs automatically when the child turns 3 years of age. For individuals with an intellectual disability, there has been a recent shift in discharge practices. Clinicians were formerly encouraged to dismiss these individuals when a treatment plateau was reached and/or when the communication status was judged commensurate with the cognitive level. More recently, discharge is recommended after the individual demonstrates functional skill actualization within the context of daily routines (National Joint Committee on Persons with Severe Disabilities, 2002). Finally, case management decisions in health care systems are typically subject to limitations in service imposed by payer and/or accrediting agencies (Frattali, 2000) . For example, in a hospital setting, an SLP may assist in discharge planning; however, a patient's discharge is ultimately determined by medical status.
Our own experience, and that of our colleagues at other universities, tells us that graduate students are introduced to discharge factors as part of their clinical training, and this is most often on a case-by-case basis. The professional literature does not document how university clinics orient students to think about discharge nor the discharge practices within this clinical setting. Although a university clinic must adhere to ASHA accreditation standards and the organizational constraints of the university, each university clinic maintains its own philosophy and character, often based on the guidance of its clinic director. University clinic directors are responsible not only for compliance with external demands, but also for setting the values within the particular clinic. As an initial step to understanding how these demands and values influence discharge decisions, this study surveyed university clinic directors to determine their perceptions about which client discharge factors influenced client management within the university setting. Specifically, participants were asked to identify the frequency with which two groups of factors influenced client discharge in the university clinical setting: (a) the ASHA discharge criteria and (b) organizational issues drawn from the professional literature. 
METHOD

Participants
Survey Development and Distribution
A survey (see Appendix) was constructed that consisted of demographic and discharge practice questions. There were eight demographic questions in the survey. These included the location of the university clinic, the number of clients served per term, the number of student clinicians per term, and the ages of clients served. Demographic questions gathered information about how the clinic was funded and the clinic's schedule of operation. In addition, information was gathered about clinical supervision, including whether supervisors ever provided speechlanguage therapy services without student involvement, and the percentage of time that different university personnel provided clinical supervision.
Information about university discharge practices was gathered from 30 statements constructed to highlight specific issues. Fifteen of these statements were directly adapted from the ASHA discharge criteria. These 15 statements were distributed into four subgroups based on how discharge was decided (see Table 1 ). The three primary subgroups were whether the deficit was remediated (deficit remediation factors), whether the client had particular behavioral characteristics that influenced treatment and discharge (client behavior factors), and whether a client's opinions and life circumstances were taken into consideration (client-and context-centered factors). A fourth subgroup (client transfer) had one statement-the availability of services if a client was transferred from one setting to another. Fifteen additional items were developed specific to the organizational factors that influence discharge. Organizational factors were sorted into four subgroups (see Table 2 ). These groups included characteristics of the client's communication disorder, fee structure, university resource availability, and clinic scheduling. For each of the 30 items, the clinic directors rated the frequency with which the topic influenced therapy discharge decisions at their own university clinic. Frequency ratings were always (5), usually (4), sometimes (3), rarely (2), never (1), and not applicable. To establish content validity, six reviewers (three professors of speech-language pathology and three university clinic directors) examined the 30 statements for item consistency, representativeness of the issues, and clarity.
RESULTS
Demographics of the University Clinics
Descriptive statistics were used to analyze the data. There were 136 valid survey respondents, but some participants did not respond to every item, so the sample size varied across questions. Table 3 provides demographic data about the university clinics. A majority were located in urban areas, operated on an academic calendar, served clients of all ages, and seldom required clinical supervisors to see clients without a student clinician. These clinics most often served 25-75 clients per term, and a majority reported 10-30 student clinicians per term. Although a majority of the clinics were partially funded by the university, some were self-funded, and others were fully funded by the university.
ASHA Discharge Criteria
The ratings of the ASHA discharge criteria appear in Tables  1 and 4 by subcategory. The participants rated all three ASHA discharge subcategories (deficit remediation factors, client behavior factors, client-and context-centered factors) as "usually" having an influence on client discharge (see Table 4 ). The four items rated to have the most influence were the degree to which the goals/objectives were met (M = 4.31, SD = 0.60); the extent to which the disorder was remediated to within normal limits or consistent with premorbid skills (M = 4.14, SD = 0.78); the prognosis for improvement with continued treatment (M = 4.13, SD = 0.85); and the effect of an individual's speech, language, or swallowing skills on educational, social, emotional, or vocational performance or health status (M = 4.08, SD = 0.80). Two ASHA discharge items were rated as having relatively less influence (e.g., "sometimes") on discharge decisions. These were the degree to which appropriate family support for treatment was available (M = 3.22, SD = 0.83), and the ability of an individual to overcome interfering behaviors that negatively impacted treatment outcomes (M = 3.38, SD = 0.82). One ASHA discharge item (the degree to which an individual's nutritional and hydration needs have been met by alterative means) was marked "not applicable" by most of the participants (n = 103, 75.7%).
A second analysis of these data was completed to determine if the location of the university clinic (i.e., rural, suburban, or urban) or the clinic's funding source (i.e., self-funded, partially funded, or fully funded) influenced the clinic directors' perceptions. Data in Table 5 suggest that neither clinic location nor funding source influenced how university clinic directors rated the ASHA discharge criteria.
Organizational Discharge Criteria
Among the four organizational discharge criteria groups (communication disorder characteristics, fee structure, university resource availability, clinic scheduling), participants rated each group to "rarely" influence client discharge (see Tables 2 and 4 ). Among the 15 individual statements, 13 were also rated to "rarely" have an influence.
Four organizational discharge criteria were rated as having more influence relative to the others in this group. These were the number of licensed, ASHA-credentialed supervisors (M = 2.70, SD =1.47); the number of student clinicians available to provide therapy (M = 2.50, SD = 1.28); the severity of the communication disorder exhibited by an individual (M = 2.47; SD = 1.13); and the availability of transitional supports (e.g., family counseling, peer support groups, posttreatment consultation) (M = 2.44, SD = 1.02). The three organizational discharge statements rated as having the least amount of influence were the availability of insurance or other third-party reimbursement for therapy services (M = 1.64, SD = 0.91), the out-of-pocket cost of therapy (M = 1.65, SD = 0.78), and the availability of a sliding fee scale or fee waiver for therapy services (M = 1.77, SD = 1.07). Data in Table 5 suggest that neither clinic location nor funding source influenced how university clinic directors rated the organizational discharge criteria.
DISCUSSION
University Discharge Practices
The goal of this study was to determine which discharge criteria were common to the university clinic setting in order to understand better how graduate students are initially oriented to client discharge. The results of this survey found that university clinic directors reported that the ASHA criteria influenced client discharge more often than organizational discharge factors did. Organizational discharge factors were reported to exert little influence on client discharge in the university setting, and the directors rated fee structure as having the least amount of influence on discharge. Neither the location of the university clinic nor its funding source appeared to influence how clinic directors rated the ASHA or organizational discharge factors. Although this research did not track actual versus perceived discharge practices, it is reasonable to suggest that university clinic directors especially value clientcentered discharge decisions. The university clinic directors rated all 15 of the ASHA criteria as having an influence. Four individual criteria merit additional review. A majority of the participants reported that they were unlikely to see clients with specific nutrition and hydration needs, so it was not remarkable that this item was rated the lowest in this group. The degree of available and appropriate family support for treatment was also rated relatively low for this group. Although family involvement is a core value of clinical practice, this result could mean that the university clinic views family involvement as a step toward achieving an outcome rather than the criterion for the outcome itself. The ability of an individual to overcome interfering behaviors that negatively impact treatment outcomes was also rated relatively low among the ASHA criteria. Although there may be a number of reasons for this result, the clinic directors may have felt a level of confidence for managing interfering behavior and/or value in teaching student clinicians how to manage problem behavior. The one organizational factor reported to influence client discharge was the number of licensed, ASHAcredentialed supervisors. Because ASHA requires graduate programs to be adequately staffed, and programs are not likely to admit more clients than can be managed, any decision about discharge might be precluded by this type of admission policy.
IMPLICATIONS FOR GRADUATE EDUCATION
The results of this survey indicate that university clinic directors place a high value on person-centered discharge decisions, and this suggests that graduate students may be initially oriented to client-centered discharge practices in their on-campus clinical training experiences. These results also indicate that university clinic directors perceive less emphasis on organizational factors as an influence on client discharge, especially payment sources (i.e., insurance, third-party payment, client cost, sliding fee scale). Although some SLPs would dismiss this result by saying that the university clinic does not operate within "real-world" parameters, the university clinic may be uniquely qualified to address person-centered client discharge because, seemingly, it does not have any single organizational discharge issue exerting a strong influence. The survey data found that a majority of university clinics were fully or partially funded by the university itself. It is reasonable to suggest, therefore, that the university clinic may manage discharge practices differently, in part because fee structure is not as much of an influence in comparison to other service delivery settings. As noted earlier, discharge decisions should be based on a balance of multiple factors, including client needs and wants, client data and functional outcomes, and service delivery system parameters. These data suggest that the university clinic setting is less likely to orient graduate students to the organizational factors that influence Note. 5 = always, 4 = usually, 3 = sometimes, 2 = rarely, 1 = never. Note. 5 = always, 4 = usually, 3 = sometimes, 2 = rarely, 1 = never.
discharge decisions. The question arises as to when and how graduate students are introduced to the organizational influences on clinical practice. Graduate students need clinical preparation to manage the organizational issues that exist in real-world practice settings. From the beginning of their clinical training, students need to be introduced to the paradoxical balance between client-sensitive discharge practices and the constraints of actual work settings. For example, even though the university clinic relies less often on the client's ability to pay (via insurance or otherwise), graduate students must be prepared to understand how health insurance, Medicare, and/or Medicaid influence the degree to which a client has access to treatment. By introducing graduate students to the organizational constraints within different practice settings, we enable them to understand better that discharge criteria are neither static nor universal. Students must learn to think critically about the balance among client-centered decisions, service delivery systems, and real-world accountability measures. The university clinical setting needs to teach students to balance ethical and autonomous decision making within the many practice constraints of particular work settings. At our university, students enroll in a weekly seminar every semester in which they have a practicum experience. One aspect of the seminar curriculum requires students to engage in problem-based learning investigations centered on simulated case examples that highlight the professional realities of different work settings.
Although this is a plausible first step, we recognize the need to do more to understand further the curricula changes necessary to ensure that future professionals appropriately manage discharge and other service delivery issues. There are many potential directions for future research.
• It is important to explore other curricula approaches that enable graduate students to examine discharge, client-centered factors, and service delivery parameters.
• It is important to investigate how students are actually involved in decision making about discharge.
• Graduate programs might view discharge issues within a developmental framework and address them differently with beginning students versus more advanced students. There may be particular experiences that students need before and during their off-campus placements.
• Practitioners in real work settings should be surveyed to determine how they confront discharge issues in their unique clinical settings.
These four steps would enable graduate programs in communication disorders to more specifically plan for and address students' learning needs and the management of client discharge in the real world. 
APPENDIX. SURVEY OF DISCHARGE FACTORS IN THE UNIVERSITY CLINICAL SETTING
How often does your university-based speech-language pathology clinic base its therapy discharge decisions on the following factors? Please indicate your response with a check in the appropriate box to the right of each item. If an item does not apply to your clinic setting, please check N/A The prognosis for improvement with continued treatment.
The degree to which goals and objectives of treatment are met.
The extent to which communication abilities are commensurate with developmental abilities.
The degree to which communication abilities have become comparable to those of others of the same age, sex, and ethnic and cultural background.
The effect of an individual's speech, language, or swallowing skills on educational, social, emotional, or vocational performance or health status.
The degree to which an AAC system has been effectively implemented.
The degree to which an individual's nutritional and hydration needs have been met by alternative means.
The degree to which an individual has attained the desired level of standardized communication skills.
The extent to which the disorder is remediated to within normal limits, or consistent with premorbid status.
The degree to which an individual can tolerate treatment.
The individual or guardian requests to be discharged after being advised of the likely outcomes of discontinuation.
The ability of an individual to overcome interfering behaviors that negatively impact treatment outcomes.
The degree to which appropriate family support for treatment is available.
The level of an individual's motivation to participate in treatment (e.g., inconsistent treatment attendance).
The individual is transferred to or discharged to another location where ongoing service from the current provider is not reasonably available. The number of clients currently enrolled in therapy who present with the specific types of communication disorders needed to meet student-training needs.
Always
The schedule with which treatment is provided to a specific individual (e.g., # times/week; length of sessions).
The availability of transitional supports within your clinic (e.g., family counseling, peer support groups, posttreatment consultation).
The availability of insurance or other third party reimbursement for therapy services.
The "out of pocket" cost of therapy at your clinic.
The number of individuals actively enrolled in treatment who present with specific communication disorders (e.g., aphasia, voice disorders, etc.).
The availability of clinical supervisors to provide treatment without a student clinician.
Severity of communication disorder exhibited by an individual.
Changes in student clinician or supervisor case assignments from term to term.
Type of communication disorder exhibited by an individual.
The degree to which your clinic must interrupt scheduled intervention due to university breaks, vacations, etc.).
The availability of a sliding fee scale or fee waiver for therapy services.
